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1) | hereby confirm $hal a8 detals in this Form are True 10 the Dest of my knowledge. wrmwnmmwaamaml\
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2) | solemndy confiem that assistance, f received from Koshika Foundation, will be usad anly for the “purpose”, 8s staled in this Form, for which such
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1) By aflaing my signature of thumb impression on this Form, | (Appiicant) hereby agroe & autharise Koshika Foundason and it's Trusiees to

use/publishiput-upireprodute my name, address, photo & dotails of the “purpose”, for which such assstance is reguesiedigranted, through any
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actvities/achievemnents. Such use of my photd & detals can be made by Koshika Foundation befare or after my traatment or fulliment of the “purpose”

for which assistance is being roguesied

2) 1 (Applicant) further agree that gny such use of my name, address. pholo & detalis of e “purpose”, for which such assistance is requestod/gramed,

wil not automatically enstie me for receiving or continuing the said assistance. The decision for granting andior conlinuing the assistance willl rest solely

with the Trustees of Koshika Foundaton, and their decision is this rogard wil de final and acceptable o me.
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AGREEMENT by HOSPITAL (wemmer QU WUT)

By afxing hareundar, signature of our Authorised Signatory for recommaending this case/patient for financial assistance from Koshika Foundation, we
(Hosgital) hevedy affirm & accept following:

1) thatl wa neither are presontly noe will in future avall of fnanclal assistance from ancother NGO or any other source, % the same patient/case, 8s we are
mauesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundaion. if the requeated assistance is not granted
by Koshika Foundation, in part or in fidl, then the Hospital reserves IU's right to make up the shortfall from ancther NGO or any other source. This
confirmation essentiolly states that the Hospital will not avall any duplicale assistance for the same patienticase from any other NGO or any cther SOUrce.
2) The asaistance from Koshika Foundation is only financial in nature, The chaice of the treatment/procedure advised/conductad by the Hospital on the
patent, s based on the arrangament between the patient & the Hospital, and Is in no way influenced by Koshika Foundaton. Honce, the Hospital wil
assume sole & compiete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role o responsbity
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